While there has been extensive discussion on the eff ect of the sustainable growth rate formula on physician compensation, the deeply flawed Resource-Based Relative Value Scale (RBRVS) system has received little notice. Two CHEST articles by Laugesen 1 (November 2014) and Kumetz and Goodson 2 (September 2013) should attract the attention of all who are interested in the complexity and inequity of physician compensation. 1 , 2 Both of these articles touch on the fl aws within the system, and one must ask the question of whether accurate relative values can be established between cognitive and procedural interventions.
Inquiry into the origins of the RBRVS reveals that the initial framework was designed to be applied to procedural services; cognitive services were incorporated later in the process. Th e legislation that established the RBRVS included a requirement that values be reviewed at least every 5 years. 
Response

To the Editor:
With reference to my recent CHEST article, 1 as well as the prior work of Kumetz and Goodson 2 in this journal, Dr Mathers asks whether relativity between cognitive and procedural service reimbursement in the Resource-Based Relative Value Scale (RBRVS) is feasible. Existing evidence points to persistent diff erences in cognitive and procedural service reimbursement. 3 , 4 Reimbursement for cognitive services should refl ect the work associated with providing the service. One problem is that certain structural features of the RBRVS constrain and may contribute to undervaluation. Physicians providing cognitive services have a smaller bandwidth of billable codes; their billing is also more heavily scrutinized due to documentation requirements. Th e cut points are less precise for many cognitive services: Surgical and procedural services oft en appear to be more precisely distinguished. Th ese gradations make a diff erence for physicians providing cognitive services-but especially if they are already operating at the margin of the work time and intensity involved. In the case of evaluation and management services, for example, the Relative Value Scale Update Committee time estimates used by the Centers for Medicare & Medicaid Services are closer to independently measured times for evaluation and management services than they are for surgical and procedural services. 5 Current reimbursement for cognitive services likely fails to capture the full range of patient severity and/or the wide range of patient scenarios because a small number of cognitive service codes describe these services. However, this is not necessarily an argument to expand the complexity or number of codes for cognitive services. It suggests we should explore how to accurately translate the severity of patients and demands on physicians providing a wide range of services into meaningful payments.
At the same time, generalizing across the entire RBRVS is problematic since not all procedural and surgical services are alike. Many physicians providing cognitive services may support existing fees for high stakes and highly complex services. Cognitive physicians are likely to bristle at the reimbursement levels for less intensive and lower-risk services; these kinds of services usually decline in difficulty as familiarity increases. Unlike evaluation and management services, the times initially estimated by the Relative Value Scale Update Committee are likely to increasingly diverge from actual times. As Dr Mathers suggests, the valuation of colonoscopies is a prime example; likewise, endoscopy services and less complicated or low-risk surgeries are sometimes given as examples. Among noncognitive specialists, income from just a few highly valued services such as these signifi cantly enhances practice revenue. Specialty society representatives refer to these kinds of codes that provide a good basis for their revenue as "bread and butter" codes.
At its core, there is a lack of clarity about how to measure diff erent kinds of physician work. Before the RBRVS was created, people thought reimbursement for cognitive services would increase because the RBRVS sought to standardize physician work across a wide range of physician activities. Th e eff ort to standardize the estimates of physician work has been diffi cult to realize, or the standardization has not served cognitive services well; simultaneously, technological changes likely increased the gulf between procedural and cognitive physician reimbursement. New ways of understanding and calibrating the work of cognitive physicians are needed.
